Sir,

Large tongue (macroglossia) of the patients remains an important concern for securing the airway not only for anesthetic induction but also during the postoperative period. We report a case of persistent postoperative macroglossia after posterior fossa surgery in sitting position; the possible causes are discussed. A 7-year-old boy weighing 22 kg was admitted with complaints of generalized tonic--clonic seizure, outward deviation of right eyeball for 1 year, and severe headache for 2 months. A magnetic resonance imaging of brain showed a solid cystic mass in the pineal region extending into posterior third ventricle with hydrocephalus. A ventriculoperitoneal shunt was inserted in view of emergent situation. Two days later, suboccipital craniotomy and excision of the tumor in sitting position was planned under anesthesia. A standard anesthetic technique was followed, which included induction with propofol and fentanyl, facilitation of endotracheal intubation with 5.0 ID cuffed tracheal tube after rocuronium. Anesthesia was maintained with O~2~, N~2~O, isoflurane, fentanyl, and rocuronium. The child was monitored for invasive blood pressure and central venous pressure along with the routine monitoring modalities. Rest of the surgical procedure was uneventful. At the end of surgery, the trachea was not extubated in view of severe tongue edema \[[Figure 1](#F1){ref-type="fig"}\]. The child was sedated with fentanyl and shifted to the intensive care unit for further management. The child was kept in head up position and steroid ointment was applied locally over the tongue to reduce edema, which persisted even after 5 days of surgery. Hence, elective tracheostomy was performed on bedside, after which the edema resolved. Thereafter, the tracheostomy tube was decannulated and the wound site was closed. On 12^th^ postoperative day, the child was discharged with an advice for follow-up.
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Macroglossia is a rare complication occurs after neurosurgical procedures carried out in sitting position, although the exact etiology is unclear. It is presumed to be complicated by an extreme neck flexion and a resultant bilateral lingual vein thrombosis, lymphatic obstruction, or arterial compromise.\[[@ref1][@ref2]\] Lingual obstruction may occur after use of airway, endotracheal tube, supraglottis device, esophageal stethoscope, and transesophageal echocardiography.\[[@ref3][@ref4]\] Macroglossia may occur in conditions without neck flexion due to abnormal brain stem signaling.\[[@ref5]\] In our patient, soft airway (cotton made) was used and adequate (two fingers) distance between the chin and the sternum was maintained to prevent the consequences of severe neck flexion. It seems, abnormal discharges from brain stem were responsible for the causation of tongue edema with a mechanism similar to the formation of pulmonary edema.\[[@ref5]\] Abnormal impulses may be provoked by surgical manipulation at brainstem or tumor infiltration. The management in such a situation remains emergency tracheostomy albeit if the possibility of extreme neck flexion is ruled out.
